The essential objectives of the dental surgeon engaged in oral rehabilitation can be simply stated as the restoration of function and esthetics carried out in the simplest possible way. This is usually interpreted as involving various technical procedures using materials with a biological acceptability.
However, in oral rehabilitation, the concern is with something more than just the restoration of the mouth structures. It includes an influence on the quality of the patient's postoperative life. The problem to be faced is that of an oral invalid who requires continued help in the restoration of acceptable physiological function and the management of disability.
Physiological Problems Disturbances of Mastication: The conditioned reflex activity of normal mastication relies in part on the integrity of the components of the occlusal complex, i.e. the temporomandibular joint, masticatory neuromuscular units and the occlusal table. All these are affected by mandibular surgery and are exposed to the danger of dysfunction. In patients whose resection includes the mandibular condyle and part of the ramus and body there is, for example, a loss of vertical height of the face which tends to distort the functional alignment within the temporomandibular joints, together with a postsurgical disturbance of muscle balance. Although the patient is often still capable of some masticatory force, initially he seldom has sufficiently coordinated muscular strength for normal mastication. The rhythm of mastication goes and the mandible tends to move haphazardly.
Swallowing: Many patients are disturbed by unpleasant postsurgical changes in the control of swallowing. These may be caused by dysfunction in tongue mobility, disturbance in the neuromuscular balance or alteration to the soft tissue structures ofthe mouth.
Some patients with restricted tongue movements and consequent difficulties in swallowing have a distressing tendency to drool. The problem can be exacerbated by the insertion of an appliance which can cause further if temporary hypersalivation. This drooling can demoralize patients and, in fact, permanently influence their acceptance of prosthetic treatment. Prophylactically, regular use of a silicone-based ointment on the corners of the mouth is useful to stop soreness developing.
Equally disturbing is the opposite problem of postradiation xerostomia which has a considerable effect on the ability to wear an appliance. It interferes with the retention of appliances apart from its effect on tissue tolerance. A useful aid here can be a glycerin based lozenge which contributes a temporary mucosal lubrication.
Speech: The other functional change which is of direct concern to the dental surgeon involved in oral rehabilitation is speech. Any of the speech components can be affected in patients with mandibular resection. Usually it is the result of impairment of the articulating mechanism and/ or alteration of the resonating chambers. For example, both surgical reduction in tongue size and restricted mobility of the tongue, both of which are not uncommon following removal of mandibular malignancy, can prevent certain consonant sounds being properly produced. The variety of speech sounds is also affected by displacement of the remaining mandibular fragments and the consequent asymmetrical functioning of the tongue. The speech therapist has an important role in many aspects of the oral rehabilitation process and should always be regarded as part of the team that deals with these patients.
Psychological Problems
It would be unrealistic to talk about rehabilitation without making reference to the psychological problems which affect many of these patients. From the point of view of the patient, dental prosthetic care is basically elective and his acceptance of the process of rehabilitation depends on the recognition of his psychological and social problems and the care with which they are monitored.
One of the commonest postsurgical problems is that of depression. But, in addition, we see in prosthetic dentistry many problems directly associated with simply the loss of teeth. It is not an overemphasis to say that following tooth loss some patients feel that they have been made outcasts of society and that their social life will be affected irreversibly. Coupled with the psychological burden is the need for a positive desire for rehabilitation. This means the willingness to accept long procedures and treatment sessions until appliances are constructed which are acceptable both to the patient and to the tissue. Inevitably this is affected by the adaptability of the patient which in itself depends on the patient's motivation as it does also on age.
Postoperative ClinicalProblems
(1) There is reduced access to the oral cavity.
(2) The movement of the mandible is limited and there is an impaired relationship of the mandible to the maxilla. Difficulties are found in obtaining a satisfactory centric jaw registration. Basically this is due to the remaining portion of the mandible being pulled medially on closure by an imbalance in medial and lateral pterygoid muscle function.
(3) The area within the mouth which can be covered by an appliance is reduced. In addition, it is necessary to try to avoid loading of the tissue over the surgical site. In general, appliances which extend into the surgical region tend to be displaced towards the untreated side. Any compression of the tissue on the lingual side of the defect which often results from this displacement may cause continued soreness and eventually the patient simply stops trying to wear dentures.
Appliance therapy: It is essential to appreciate that patients already emotionally traumatized by a mutilating operation find difficulty in coping with complicated mechanical devices. This relates both to mastering the detail of their use and keeping them clean. It is also inevitable that involved appliances require frequent specialist adjustment and repair.
Dentate patient: The presence in the lower jaw of some natural teeth after surgery provides assistance in constructing stable appliances. It enables the use of temporary guide planes which can contribute to the training and maintenance of reasonable occlusal relationships by redirecting the mandible during jaw closure (Edgerton & Pyott 1954 ).
Edentulous patient: Following partial mandibular resection edentulous patients can be trained to improve the functional relationship of the disordered fragrnents, and in addition helped by the use of guide ramps processed on their dentures (Swoope 1969) . However, they have greater difficulty than patients with natural teeth. Apart from prosthetic restoration of the mouth the correction of the postoperative dysfunction is reliant on a muscular training which requires considerable determination. Many of the edentulous patients are in the older age groups and it is amongst these that the adaptation to altered muscle function and a retraining of muscle movements is found to be extremely difficult.
Postoperative Guidance
Restoration of function in the patient who has undergone mandibular surgery requires that in addition to appliance therapy instruction is given to the patient in obtaining a healthy and enjoyable nutritional standard. To do this, it is essential to give positive advice to patients on the type of diet which they should try to eat. In addition, it is necessary to prescribe, and initially supervise, an exercise regime which can promote what can be called a muscular renaissance. Exercises are necessary to retrain mandibular movements and counter the tendency for mandibular deviation. They are also necessary to maintain the strength of unaffected muscles within the stomatognathic system.
